The occurrence of an arthropathy in patients with scleroderma is well recognised and was first described in 1847.1 The joint manifestations may be partly attributed to thickening and loss of elasticity of skin and periarticular tissues or to tethering of skin to subcutaneous tissue.2 3 These changes lead to joint contractures and may on occasion obscure the inflammatory synovitis which is also known to occur and whose nature was recognised as long ago as 1898. 4 The arthritis is seldom severe in radiological terms, but erosive changes have been described.,7 Commoner radiological findings compatible with an inflammatory arthritis are loss of joint space and juxta-articular osteoporosis.Y11
The 4 patients described here had scleroderma and ajoint disorder which resembled rheumatoid arthritis. Coexistence of the clinical features of these 2 conditions raises important questions about their aetiology and whether in this situation they can be considered as part of the same disease process.
Case reports
The patients described below were referred to the Department of Rheumatology, Guy's Hospital, during a 16- Table 2 for details). Her ANF test was negative, and the EMG now showed only mild myopathic changes.
In May 1979 she complained of pronounced morning stiffness, pain, and swelling affecting knees, ankles, hips, hands, and shoulders. X-rays revealed erosions in her small hand joints. Other investigations showed ESR 99 mm/h, Hb 8 3 g/dl, RA latex positive, DAT 1024, and ANF negative. She was treated with intensive physiotherapy, intra-articular steroid injections, and nonsteroidal anti-inflammatory drugs. She was reluctant to accept further hospital attention and became bed-bound because of her arthritis. CASE 4 This 60-year-old white woman described the onset of Raynaud's phenomenon affecting hands and feet in 1953. In 1965 a hiatus hernia was diagnosed, and the following year she received treatment for a left corneal ulcer which was related to the presence of keratoconjunctivitis sicca. In 1970 she developed a symmetrical polyarthritis. A vagotomy and gastroenterostomy was performed in 1971 for duodenal ulceration, and the following year she had further surgery for an oesophageal stricture. At this time she was noted to have sclerodactyly and telangiectasia on the hands and face, with restricted mouth opening (Fig. 4) . Subcutaneous calcinosis was noted on x-rays of the hands.
In 1973 she presented with weight loss and deteriorating arthritis. Investigations revealed Hb 9*2 g/dl (hypochromic, microcytic film), ESR 92 mm/h, low serum folate, normal vitamin B12, positive ANF, DAT 2048, and increased faecal fat excretion. A barium follow-through showed reduced small bowel motility. She had normal mucosal appearances on jejunal biopsy but duodenal fluid aspiration revealed moderate bacterial overgrowth.
Symmetrical erosions were noted on hand radiographs (Fig. 5) . Her severe constitutional disturbance responded to treatment with D-penicillamine, phthalylsulphathiazole, and folic acid, but her arthritis and even specific treatment for this condition.'S'5 In only 1 of our patients (case 3) was arthritis a prominent symptom at the time of presentation. In the remainder the initial features were those of sclerodermatous skin involvement and Raynaud's phenomenon. Subsequently they developed arthritis and visceral involvement as reflected by abnormal oesophageal motility, impaired lung function, or malabsorption. In all 4 cases skin involvement was mild, and the most striking feature was the severity of the polyarthritis.
In Tuffanelli and Winkelmann's" large series of patients with scleroderma articular changes were encountered in 46% of patients. In 12% the illness was heralded by articular symptoms, and in many the initial diagnosis was of an arthritis. Of those whose hands were x-rayed 62 % showed abnormalities, including osteoporosis, narrowed joint spaces, periarticular soft tissue swelling, and 'arthritic changes in small joints.' Erosive change was not specifically mentioned. Thirty-one patients were considered to show an overlap with rheumatoid arthritis, but further details were not given. In 1965 Kemp Harper and Jackson'6 reported the radiological findings in 52 scleroderma patients who had been seen over 15 years. No erosive changes were documented. In another study Rabinowitz et al. 5 reviewed the hand and wrist x-rays of 24 patients with scleroderma. All had mild arthralgia or arthritis, and bone erosions were seen in 13 patients. The x-rays of 7 patients showed many features in common with rheumatoid arthritis. More recently Lovell and Jayson6 examined the x-rays of another 24 patients with scleroderma: 1 I had definite radiological abnormalities of joints in the hands and wrists, and, of these, 5 had erosions. The erosive changes were usually minor and the authors felt that they were not typical of rheumatoid arthritis. It is noteworthy that all our patients had positive tests for rheumatoid factor. This may occur in 30 
